ABSTRACT. Objectives. To investigate pediatrician self-reported intervention practices related to tobacco use and cessation. We queried about practices with three groups 1) children/adolescents who do not smoke; 2) children/adolescents who smoke; and 3) parents, and the relationship of counseling practices with the personal and professional practice-related factors of pediatricians.
T obacco use has been identified as the single largest preventable cause of disease and premature death in the United States 1 and is responsible for Ͼ400 000 deaths each year. 2 A total of ϳ25% of Americans smoke, 3 53% to 76% of US homes contain at least one smoker, and 9 million American children Ͻ5 years of age live in a home with at least one cigarette smoker. 4 Studies show that infants of parents who smoke at home have a much higher rate of serious respiratory tract illness than infants of parents who do not smoke. 5 Asthma, 6 ,7 persistent middle-ear effusions and otitis media, 8 and impaired lung function 9 are increased also in children who have parents who smoke, compared with those whose parents are nonsmokers.
A total of ϳ5 million 12-to 17-year-old people smoke, and more than half of a million 8-to 11-yearold children smoke. 10 Moreover, teenagers are smoking at rates that have been increasing gradually since 1987, despite a decline in overall smoking rates among the general population. 1, 11 In Massachusetts in 1996, lifetime cigarette use in grades 7 through 12 was 56%, and current use in grades 7 through 12 is 31%. The average age for smoking a first entire cigarette was 12.2 years. 12 Additionally, the use of smokeless tobacco among adolescents has risen considerably in the last 15 years, particularly among males, reaching a prevalence rate of ϳ10%. 13 A total of 60% of current smokers begin by age 14, 14 and the most powerful predictor of adult smoking is adolescent smoking status. 15 Among adult daily smokers, 90% tried their first cigarette, and 70% were daily users at or before age 18. This new generation of smokers will be at higher risk for cancer, heart disease, stroke, and chronic obstructive lung disease, because adult mortality ratios increase as the number of cigarettes smoked increases. 16 Atherosclerosis, endothelial, and epithelial injury and altered lung function, the initiating pathophysiological events that lead to coronary artery disease, cancer, and chronic obstructive pulmonary disease have been described in youth who use or who are exposed to tobacco products. [17] [18] [19] The importance of preventing the initiation of smoking and assisting with cessation during early adolescence is emphasized additionally by the knowledge that tobacco is associated often with the use of other substances. 20 -23 Prevention efforts have an effect by delaying the onset and the likelihood of smoking; cessation is more common in smokers who began to smoke at Ն17 years of age. 24 of smoking among preadolescents and adolescents and of helping adolescents and their parents to stop smoking, pediatricians are in a unique position to enhance health and prevent disease among their patients, and guidelines have been established by various organizations. 25, 26 First, pediatricians provide accessible and continuous care, and their long-term relationship with patients and their parents provides them with many clinical opportunities to deliver nonsmoking messages. For instance, the American Academy of Pediatrics recommends that between birth and 21 years of age, a child should make a minimum of 20 health supervision visits to the physician. 27 Second, pediatricians have the credibility to offer health-related assistance to children and parents. To a child, physicians are powerful medical experts and role models for appropriate health behavior. 28 The physician is able to provide information and alternative health models at critical times in the development of a child. 29 Lastly, although evidence about pediatrician intervention is sparse, many studies have demonstrated that health care providers can have a measurable impact on the smoking behaviors of their patients. Clinical trials demonstrate that trained physicians who are prompted to intervene and assist smokers to quit have a greater effect on the smoking behavior of their patients than physicians who are not trained or prompted. 30 -32 Parenthetically, because adults between ages 18 and 35 years are less likely than older persons to visit physicians for their own health, the child's physician is frequently the only doctor they visit. 29 Because people who quit smoking for health reasons, or in response to physician advice, are more likely to make repeated attempts and to maintain abstinence from cigarettes, 33 physicians should not underestimate their influence. Some studies with pediatricians indicate considerable promise, particularly with respect to maternal smoking. One study showed that a brief intervention delivered to mothers during postnatal baby visits had a positive impact on maternal smoking, and especially on relapse prevention. 34 Unfortunately, even in view of adolescent smoking as an important public health issue, pediatricians often fail to assess and counsel about tobacco use. Recent guidelines published by the Agency for Health Care Policy and Research recommend that clinicians provide their pediatric and adolescent patients and their parents or guardians with a strong message regarding the importance of abstaining from tobacco use. 35 The purpose of this paper is to present and discuss self-reported practice of tobacco use prevention and cessation interventions of pediatricians. We profile the levels of intervention practices with respect to three subgroups of patients 1) children/adolescents who do not smoke; 2) children/adolescents who do smoke; and 3) parents who smoke. Additionally, we investigate the relationship of counseling practices with several important personal and clinical practice-related factors of pediatricians.
METHODS

Subjects and Data Collection
Data were collected from a mailed survey of pediatricians in one state. The survey was conducted in cooperation with the Massachusetts Chapter of the American Pediatric Association in Winter, 1995 through 1996 as part of the needs assessment activities for the Massachusetts Tobacco Control Program in the Department of Public Health. Purportedly, the vast majority of practicing and retired pediatricians in the state belong to the association. Using the association's membership roster, a random sample of 350 pediatricians was selected. The mailed survey was accompanied by a letter signed by the association president, a stamped return envelope, and a separate return postcard with the subject's name and address. Subjects were instructed to return the postcard when they returned the survey under separate cover, allowing us to monitor who had returned the survey without linking a name to a particular survey. The card also included a check-off to indicate if the subject was retired or no longer in practice in the state with instructions not to return the survey. A total of 70 persons (or their proxy) reported themselves to be ineligible attributable to death, retirement, out-of-state practice, assumption of administrative (not clinical) positions, or not seeing general pediatric patients (eg, pediatric neurologist or radiologist). The response rate from the remaining 280 subjects was 211 (75%).
Instrument Design
The measures of the intervention practice behavior of physicians included in the survey extended the measures developed in previous work in regards to assessing practice behavior. 36 -39 We were interested in the interventions of pediatricians with three specific target groups 1) adolescents who do not smoke (primary prevention); 2) adolescents who do smoke; and 3) the patients' parents who smoke. Therefore, a rating of practice behavior was determined using target-group appropriate individual steps that are considered to be a standard practice, as reported in previous studies. 36, 40 See Table 1 . Physicians were asked with what proportion of their patients (none, some, most, or all) they used each intervention step. Each step was scored as follows: 0 points if the physician reported use of the step for no patients; .33 points if use for some patients was reported; .66 points, most patients; and 1.0, all patients. Thus, for intervention with adolescent smokers and with parents, the possible range of a summative performance score with ten items was 0 to 10 points. For children/adolescents who do not smoke, we used a one item reported performance measure, asking what proportion of patients (none, some, most, or all) the pediatrician encourages not to initiate using tobacco products (range of score 0 to 4).
Delineation of variables potentially related to pediatricians' counseling about smoking was guided by theoretical models and previous empirical research. The theoretical models that guided the delineation of predictive or mediating variables included Social Cognitive Theory (SCT) 41 and the Health Belief Model. 42 Because of potential response burden and the difficulty in achieving physician participation in mailed surveys, we limited constructs and items to those that we believed had the greatest potential for predictive power and specificity for subsequent use in program planning and evaluation. The following general constructs and items were investigated for the three patient groups and are described briefly below 1) role perception; 2) perceptions about the effectiveness of counseling; 3) self-efficacy; 4) barriers to intervention; and 5) motivation to counsel. SCT 41 has been used widely in behavioral studies and asserts that behavior is explained by a dynamic, reciprocal interaction among behavior, personal factors, and environmental influences. An important element of SCT is self-efficacy, which is defined as the individual's beliefs of efficacy or self-appraisal of one's capabilities to execute specific actions. The survey of the physicians used in this study included four specific self-efficacy items related to smoking intervention. Each item was rated by respondents on a 5-point scale ranging from "not at all confident" to "very confident". Four items inquired about perceived role of intervening with the three target groups (5-point scale response from "not at all" to "great extent") and perceived effectiveness of counseling for the three groups (5-point scale response from "not at all effective" to "very effective"). Environmental influences include the perceptions of the social environment, including support and reinforcement from credible persons. 41 Recently, investigators have designed items related to such dynamics. For example, Crooks and colleagues 37 designed three items related to physician involvement with the California tobacco tax initiative, as well as nine attitude items related to roles and responsibilities. We designed items to measure perceptions of their pediatrician colleagues' commitment to addressing smoking issues. Respondents rated each pediatrician on a 5-point scale ranging from "not at all committed" to "greatly committed". We also asked the extent of their involvement (none, some, or extensive) in local community tobacco control efforts.
The Health Belief Model 42 affirms that barriers can be important factors in the interactive set of beliefs that trigger a person's action. Previous studies include investigation of barriers to physicians engaging in smoking cessation counseling. 40, [43] [44] [45] [46] [47] Building on this work, six items were designed for this survey to assess barriers to smoking cessation counseling by pediatricians (ie, time limitations, inadequate training, reimbursement, other acute care priorities, and parent resistance). Respondents rated the degree to which a potential barrier interfered with their ability to counsel a patient about his/her smoking on a 5-point scale ranging from "rarely" to "very often".
Analysis
Associations between categorical physician characteristics and counseling of nonsmokers were tested with the 2 test. For evaluating the association with counseling of smokers, one-way ANOVA was used. Significant ANOVAs were followed by pairwise comparisons using Tukey's Honestly Significant Difference test. The relationship of several variables on the pediatricians' reported practice scores for children and adolescents who smoke and for parents who smoke was analyzed using linear regression. The relationship of several variables on the pediatricians' practice steps for encouraging child and adolescent patients who do not smoke not to start smoking was analyzed by logistic regression, comparing pediatricians who report encouraging most or all such patients with pediatricians who report only encouraging some or none of such patients.
In both the linear and the logistic regression analyses, all predictor variables, except for the barriers score, were dummy coded. This is a method of recoding categorical variables into a number of new variables coded "yes" or "no" (coded 1 and 0). The number of new variables equals the number of rating categories minus one. For example, in Tables 4 through 6, the 3 possible ratings of role perception (the extent to which a pediatrician thinks it is part of his or her role to stop a patient from smoking), "not at all or a small extent", "moderate or considerable extent," or "great extent," have been recoded into two new dummy variables. One dummy variable compares responses that are indicative of the original category 2, "moderate or considerable extent" versus all other possible responses. The second dummy variable compares responses that are indicative of the original category 1, "not at all or a small extent" versus all other possible responses. Each subject can receive a "yes" code on only one of these two variables, as they can not respond both ways to the same question. However, they can respond with a "no" code to both variables, as is the case when someone responds with the third choice of "great extent". In this way, two dummy variables account for all possible ways of responding to the original three category rating. All dummy variables related to the original variable must be included in any model that includes any of a set of related dummy variables. Significant regression coefficients indicate that the predictor associated with the rating that is scored as 1 on the dummy variable is predictive of performance scores. Positive regression coefficients indicate that a yes on the dummy variable is associated with higher performance scores; whereas, a negative coefficient indicates that the variable is associated with lower performance scores.
The preferred method of regression analysis is to decide what predictor variables are likely to have at least bivariate impact on the outcome variable and then to include all those predictor variables in a regression equation. This type of analysis was conducted first in this study. However, the appropriateness of these final models is called into question by moderately high intercorrelations among some of the predictor variables (notably correlations ranging from .48 to .51 between effectiveness and confidence ratings, as well as correlations ranging from .25 to .34 between perceived role and effectiveness, and from .23 to .28 between perceived role and confidence ratings). To investigate the potential effects of these intercorrelations, stepwise regression analyses were conducted also. For the linear regression analyses, stepwise regression enters into the model and whichever predictor was not already included in the model would be associated most significantly with the outcome if entered into the model, as long as it meets an inclusionary criterion (P value Ͻ .15, in this case). After a predictor is entered into the model, all predictors in the model are reevaluated to see if the significance of any now falls below the exclusionary criterion (P value Ͻ .20). The stepwise regression used for the logistic regression analysis used a forward stepwise procedure that simply adds predictors that meet the inclusion criterion until no more variables can be included. Using the stepwise procedure as an exploratory tool allows the impact of intercorrelations of the predictor variables to be taken into account.
The internal consistency of the barriers scale was analyzed using Cronbach's ␣. The scale was tested for its factor structure using a common factor model, using Gorsuch's computer program, UniMult. 48 This model is appropriate for social science research, because it assumes that each factor can be divided into common factors, which several of the variables of interest have in common, and unique factors, which represent influences on each of the factors that are unrelated to the variables of interest, such as random measurement error. Commonalities were estimated using squared multiple correlations of each variable with all the other variables involved in the analysis. The number of factors to extract was determined by reference to Velicer's minimum average partial correlation, a method recommended by Monte Carlo studies 49 as more reliable than the eigenvalue Ͼ1.0 rule.
Factor analysis extracted one factor from the barriers to smok- 
RESULTS
Respondents' Demographic Profile
With respect to gender, 57% of respondents were male and 43% were female; 16% of respondents were in solo practice, 9% in a partnership, 25% in a single specialty group practice, 9% in a multispecialty group practice, 18% in a hospital practice, 13% in a staff or group model HMO, and 11% in a community health center; and with respect to age, 29% were Ͻ40 years, 38% were from 40 to 49 years, and 33% were Ն50 years.
Self-reported Practice of Counseling Steps
Pediatricians on average had a score of .77 (range: 0 to 1; SD: .53) with respect to encouraging children and adolescents not to start using tobacco. With re- spect to intervening with children/adolescents who already smoke, the average performance was 4.73 (range: 0 to 10; SD: 1.86). Efforts to counsel parents who smoke were considerably lower, with an average of 3.23 (range: 0 to 10; SD: 1.99). As reported in Table 1 , efforts to assess smoking status, explain dangers of smoking, and advise patients to stop were relatively high. However, performance of other steps were reported less commonly.
Demographics and Counseling Practice
The associations between various pediatrician demographic variables and pediatricians' self-report of counseling with all three target groups are reported in Table 2 . None of the pediatrician demographic variables was associated significantly with counseling children who do not smoke, nor with counseling children and adolescents or parents who smoke already. On the other hand, those pediatricians who reported at least some community involvement in local tobacco control efforts reported higher levels of smoking cessation counseling with both children/ adolescents (F (1, 192) ϭ 21.64; P Ͻ .0001) and with parents who already smoke (F (1,174) ϭ 22.12; P Ͻ .0001). Moreover, pediatricians who reported previous training in smoking cessation counseling also reported significantly higher levels of counseling both child/adolescent smokers (F (1, 192 ) ϭ 8.96; P ϭ .003) and parents who smoke (F (1,172) ϭ 21.80; P Ͻ .0001) but not among children and adolescents who do not smoke.
Perceptions and Smoking-related Counseling of Pediatricians
A total of 63% of the pediatricians reported that they perceived that helping prevent children and adolescents who do not smoke from starting to smoke as a great part of their role; 28% saw it as a considerable part of their role; and 9% perceived it as a moderate or lesser part. Those who reported that they considered counseling children and adolescents who do smoke to stop played a great part of their role made up 41% of the respondents; 39% perceived it as a considerable part of their role; and 20% thought it was a moderate or lesser part. On the other hand, only 25% reported that they thought counseling parents who smoke to stop played a great part of their role as a pediatrician; 31% perceived it as a considerable part of their role; and 44% perceived it as a moderate or lesser part. With respect to the perceived effectiveness of their counseling, 25% of the pediatricians thought that helping children not to smoke was quite effective; 47% thought it to be moderately effective; and 29% thought it to have little or no effectiveness. In regard to counseling adolescents who already smoke to stop, 13% of the pediatricians thought it to be quite effective, 38% thought it to be moderately effective, and 49% thought it had little or no effect. Regarding parent counseling, only 12% of the pediatricians thought it to be quite effective, 36% thought it moderately effective, and 52% thought it has little or no effect.
Only 16% of the pediatricians were quite confident that they could prevent children who do not smoke from starting; 50% were somewhat confident; and 34% had little or no confidence. In regard to counseling adolescents who already smoke to stop, 14% were confident in their abilities; 34% were moderately confident; and 51% thought they had little or no ability to do so. Regarding parent counseling, 11% were confident of their abilities; 36% were moderately confident; and 53% thought they had little or no ability to do so.
Of the responding physicians, 28% thought that other pediatricians in their community were quite committed to prevention of smoking among children who did not smoke, 46% thought other pediatricians were moderately committed, and 26% thought other pediatricians had little or no such commitment. A total of 19% of the physicians thought that other pediatricians in their community were quite committed to cessation smoking counseling for adolescents who already smoke, 46% thought their peers were moderately committed; and 35% thought they had little or no such commitment. As for cessation smoking counseling for parents, 16% thought that other pediatricians in their community were quite committed to it, 35% thought other pediatricians were moderately committed; and 49% thought others had little or no such commitment.
Associations of psychosocial variables and pediatricians' self-report of counseling the different groups are reported in Table 3 . Perception of the extent to which a pediatrician should counsel patients on smoking cessation was associated significantly and directly with counseling performance with all patient groups. The greater the pediatricians reported perceiving smoking cessation counseling as part of their role, the more likely they were to report practicing such counseling among children and adolescents who do not smoke (X 2 [4] ϭ 18.37; P ϭ .001), among those who already smoke (F (2, 194) ϭ 10.17; P Ͻ .0001), and among parents who smoke (F (2,174) ϭ 23.19, P Ͻ .0001). The more that the physicians reported the belief that smoking prevention and cessation counseling provided by pediatricians can be effective, the more likely they were to report that they provided counseling, and this was true for all three groups of patients/parents (X 2 [4] ϭ 18.30, P ϭ .001; F (2, 193) ϭ 7.02, P Ͻ .001; and F (2,173) ϭ 9.93, P Ͻ .0001, respectively). Greater confidence in ability to counsel (self-efficacy) also was associated with higher reported level of counseling for all groups: among children and adolescents who do not smoke (X 2 [6] ϭ 13.56; P Ͻ .04), among those who do smoke (F (3, 192) ϭ 16.33; P Ͻ .0001), and among parents who smoke (F (3,171) ϭ 10.71; P Ͻ .0001). The more physicians perceived other pediatricians in their community to be committed to counseling for prevention or cessation, the more likely they were to report such counseling of children and adolescents who do not smoke (X 2 [4] ϭ 26.05; P ϭ .001), of those who do 
Barriers to Smoking Prevention and Cessation Counseling
Scores on the barriers scale were not associated with performance significantly for any group (r (190) ϭ Ϫ.10, P ϭ .16, for performance with children and adolescents who do smoke; r (174) ϭ Ϫ.08, P ϭ .29, for parents; and F (2, 188) ϭ .61, P ϭ .55, for ANOVA comparing Barriers scores for the three levels of counseling children and adolescents who do not smoke).
Regression Findings
With respect to counseling children and adolescents about abstaining from tobacco use, logistic regression analysis, regardless of how it was performed, revealed that only two psychosocial variables were associated independently with this practice. See Table 4 . Pediatricians who perceived their interventions as moderately or only of little or no effectiveness were far less likely to counsel than those who perceived their counseling as quite or very effective (OR: .11, P ϭ .04; OR: .07, P ϭ .02, respectively). Additionally, those who thought their professional peers were not, or were only a little committed to counseling were less likely to counsel than those who believed their peers to be quite or very committed (OR: .10, P ϭ .002).
Linear regression analysis, regardless of how it was performed, revealed that self-efficacy perceptions and community involvement were related to performance independently of counseling steps with children and adolescents who smoke. See Table 5 . Pediactricians who perceived greater self-efficacy reported performing more counseling steps. In addition, pediatricians who reported no activity in community smoking activities, compared with some or a lot of activity, were less likely to report counseling activity.
Linear regression revealed also that at least three factors were related independently to counseling parents who smoke. See Table 6 . Pediatricians who reported thinking that it was a greater part of their role to counsel parents who smoke performed more counseling steps with parents. The more that they thought their colleagues were committed to counseling parents to quit smoking, the more likely they themselves were to counsel parents. More community involvement was associated again with more counseling of parents. The impact of training was significant in the stepwise regression analysis and was of borderline significance (P ϭ .07) in the full model regression analysis. This result suggests that pediatricians who had received formal training in smoking counseling were more likely to counsel parents who smoke.
DISCUSSION
Pediatricians in the present study report a greater tendency to encourage children and adolescents not to start using tobacco than to intervene with children and adolescents who already smoke and are even less likely to counsel parents who smoke. This study indicated a number of potential reasons why pediatricians are more likely to promote the prevention of smoking among children and adolescents who do not smoke than to intervene with current smokers, both children/adolescents and parents. First, pediatricians report a greater perception of prevention as part of their role, compared with cessation. Second, they report feeling greater self-efficacy to conduct prevention intervention, and believe it to have greater effectiveness than intervention for cessation. And lastly, pediatricians report that they perceive greater commitment to prevention than to cessation interventions among other pediatricians in their communities.
Our multivariable analyses highlight the fact that different factors are related to counseling for each of the patient target groups and that several factors should receive priority attention in interventions aimed at increasing the counseling practices of pediatricians with each patient population. In addition to pediatricians reporting more intervention with children and adolescents who do not smoke, compared with the other two groups, intervention practice variability for this group of patients is affected least by the factors investigated in this study. The only factors significantly related to smoking prevention intervention practice among pediatricians are greater perceived effectiveness of their efforts and higher perceived professional norms. Stressing these points in pediatrician interventions should be a priority.
Perceiving that professional norms support counseling was related independently to counseling with nonsmokers and with parent smokers as well, in which practice is the lowest. Pediatricians are considerably less likely to report that it is part of their role to intervene with parents than with children/ adolescents, and this perception is related independently and significantly to intervention practice. Practice guidelines emphasize this role, and strategies must be designed to convince pediatricians of the appropriateness and effectiveness of their intervention.
Perceived self-efficacy is related independently and significantly to counseling with child/adolescent smokers (and of borderline significance with parent smokers). Other physician surveys have shown that physicians have low levels of confidence in providing advice on smoking cessation. 50, 51 Because increased self-efficacy is related to training participation, 40, 52 increased exposure to skill-building should be a priority. Several investigators have noted that the self-efficacy of physicians to assist patients to stop smoking can be increased if they are given support such as training, referral information, monetary reimbursement, literature to hand out, and the ability to hire or train staff to help. 51, 53 Although other studies reported that negative parental expectations and lack of time were barriers to providing advice, the barriers investigated in this study were unrelated to practice. 54 Understandably, some or a lot of pediatrician involvement in community tobacco control issues is related to cessation counseling for both pediatric smokers and parent smokers, suggesting synergy between public health and patient counseling roles. 37 Interestingly, this study found the personal and practice demographics of pediatricians are not related to reported counseling practices for any of the three target groups. However, in bivariate analysis, community involvement and training were related significantly to reported counseling for two target groups (adolescents and parents who smoke) but not primary prevention for nonsmoking children and adolescents. Also in bivariate analyses, role perception, perceived counseling effectiveness, self-efficacy, and perceived professional norms were related significantly to reported counseling practices with all target groups. According to a 1985 nationwide survey, only about half of the pediatricians believed it was "very important" to discuss this topic, and only 30% believed that they were "likely to be effective" in assisting patients with smoking prevention. 55 In the Maine study, 54 almost all pediatricians (94%) were moderately confident or very confident in addressing passive smoking issues, yet only 46% were moderately confident or very confident in advising parents how to stop smoking. In the Vermont study, 54 45% of pediatricians reported confidence in providing advice to parents.
Guidelines and professional colleagues have illustrated the specific concrete strategies pediatricians can use to apply various counseling steps 26,28,29,56 -58 for specific subpopulations, 54, 59 ,60 using epidemiologic and etiologic data. 28 The Agency for Health Care Policy and Research Guideline emphasizes that the messages should differ according to the developmental stage of the child or adolescent. During infancy and early childhood, pediatricians should direct the messages to the child's parents to not smoke and to limit the child's exposure to smoke. During late childhood, the goal is to prevent the onset of tobacco use, and for adolescents, the goal is to prevent the onset of tobacco use and to promote cessation. Based on a series of clinical trials, the National Cancer Institute developed a program for physicians to help prevent tobacco use during childhood and early adolescence. A 5th step is added (anticipate the risk for tobacco use at each developmental stage) to the other steps (ask, advise, assist, and arrange follow-up) for use with pediatric patients. 29 When pediatric residents are trained and prompted to use this model, their smoking cessation counseling effectiveness improves. 60 -62 Interestingly, in the present study, pediatricians clearly report performing the "ask" and "advise" steps more frequently than the "assist" and "arrange follow-up" steps with all three target populations (illustrated in Table 1 ).
In a study 63 similar to this one, tobacco screening rates with adolescents varied significantly among four primary care specialities, from 10% to 93%, by purpose of the visit and age of the adolescent. Among pediatricians, the screening rates varied from 10% of younger adolescents who were seen at acutecare visits to 74% of older adolescents who were being seen at a routine examination. In a mailed survey of primary care physicians and dentists in Connecticut, 21% of the respondents reported "always" counseling patients between the ages of 10 and 12, 39% reported "always" counseling patients between the ages of 13 and 15, and 48% reported "always" counseling patients between the ages of 16 and 18. 64 In a telephone survey of 7960 adolescents, only 25% adolescents reported that a health care provider had said something to them about cigarette smoking in the last year. 65 In regard to intervention with parents who smoke, other studies, albeit with varying reported practice, suggest that more attention could be paid to intervention with parents. For example, in the Maine study, 47, 54 most pediatricians (72%) estimated that they talk to Ն25% of the parents who smoke about the effects of smoking on their children, with 43% of pediatricians talking to Ն75% of these parents. Advising parents who smoke to quit was reported by most respondents (91%). In the similar Vermont study, 54 40% of pediatricians reported that they took a smoking history from parents routinely and 11% of these pediatricians recorded this information in the child's chart. Similar percentages were reported for advising parents who smoke to quit.
There are several limitations to this study. As with any cross-sectional study, causal relationships can not be attributed among variables. Rather, the associations between variables can inform future research and intervention planning. This study showed moderate to low levels of self-reported counseling practice. Yet previous studies have demonstrated that physicians tend to overestimate their screening practices, 66 and thus actual practice may be lower than reported here. This sample was selected from membership in the state pediatric association that may not be synonymous with the actual population of practicing pediatricians. In addition, a study limitation is the relatively small number of personal and practice variables that were investigated as potential significant predictors of counseling practice. Parsimony of items was necessary to minimize respondent burden. Even in view of these limitations, the generalizability of this study to pediatricians as a group is enhanced because of the high response rate among this random sample, often not achieved in recent studies of physicians. 
